Useful resources for patient safety

€QC and GMC links
The CQC says the following about patient safety:
* Recording patient safety events indicates a positive safety culture, encourages staff to be open
and honest when things go wrong and can proactively improve safety.
*  We expect practices to have a local process to record and learn from minor incidents and events.
*  Primary care staff are encouraged to use the learn from patient safety events (LFPSE) system.
This is only available in England.
* A notifiable safety incident must meet all three of the following criteria:
* |t must have been unintended or unexpected.
* It must have occurred during the provision of an activity regulated by the CQC.
* Inthe reasonable opinion of a healthcare professional, it already has, or might, result in
death, or severe or moderate harm to the person receiving care.
The following links should be useful for practices who are preparing for a CQC inspection and want to
be proactive about patient safety.
Regulation 12: safe care and treatment
Regulation 20: duty of candour
Learning from safety incidents
Duty of candour: notifiable safety incidents
Raising and acting on concerns about patient safety (GMC document)

BMA guidance

This link has guidance from the GP committee England (GPCE) of the BMA and includes links to
template letters which practices can use to push back on the unresourced workload which takes up
time in general practice, reducing the amount of time that we have to provide safe care to our own
patients.

Safe working in general practice in England (BMA guidance)

NHSE primary care patient safety strategy

Applicable to England only, the primary care patient safety strategy was launched in September
2024. It aims to develop a supportive learning environment, where the approach to managing safety
is systematic. It is not currently contractual on ICBs or GP practices, but those who wish to know
more can look at the links below.

Primary care patient safety strategy

Information about LFPSE (Learn From Patient Safety Events)

Sign up for an LFPSE account

NHSE patient safety strategy

PSIRF (Patient Safety Incident Response Framework)

Related training modules from elearning for healthcare

Patient safety resources for the devolved nations

GPs working in the devolved nations of the UK may find the following links useful.
NHS Education for Scotland Patient Safety Zone

Patient Safety Wales

Department of Health, Northern Ireland. Safety and quality

Reflection models

The following resources give further information on reflection.
GP appraisals and revalidation

Revalidation Wales — reflective practice



https://www.cqc.org.uk/guidance-providers/regulations/regulation-12-safe-care-treatment
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-20-duty-candour
https://www.cqc.org.uk/guidance-providers/learning-safety-incidents
https://www.cqc.org.uk/guidance-providers/all-services/duty-candour-notifiable-safety-incidents
https://www.gmc-uk.org/-/media/documents/raising-and-acting-on-concerns-about-patient-safety---english-0617_pdf-48902813.pdf
https://www.bma.org.uk/advice-and-support/gp-practices/managing-workload/safe-working-in-general-practice
https://www.england.nhs.uk/long-read/primary-care-patient-safety-strategy/
https://www.england.nhs.uk/patient-safety/patient-safety-insight/learning-from-patient-safety-events/learn-from-patient-safety-events-service/
https://record.learn-from-patient-safety-events.nhs.uk/set-up-an-account
https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/
https://www.england.nhs.uk/patient-safety/patient-safety-insight/incident-response-framework/
https://www.e-lfh.org.uk/programmes/patient-safety-syllabus-training/
https://learn.nes.nhs.scot/514/patient-safety-zone
https://learn.nes.nhs.scot/514/patient-safety-zone
https://www.gov.wales/patient-safety-incident-reporting-and-management-whc2023017
https://www.gov.wales/patient-safety-incident-reporting-and-management-whc2023017
https://www.health-ni.gov.uk/topics/safety-and-quality
https://www.gpappraisals.uk/reflection.html
https://revalidation.heiw.wales/doctor-resources/how-to-prepare-for-appraisal/reflective-practice/

Health Education England — models of reflection and reflective practice
NHSE information on written reflective practice — response to the Hadiza Bawa-Garba case

Patient safety questionnaire

Send this questionnaire, instruction sheet and covering letter to a randomly selected group or
patients, to ask about their experience of patient safety at a practice.

Questionnaire

Instruction sheet

Covering letter

Checklists for use in practice

The concise safe systems checklist is designed to capture aspects of patient safety which are not
tested by systems such as CQC inspections. The safety checklist for general practice, designed by NHS
Education for Scotland in partnership with Health Improvement Scotland, is longer and covers wider
system issues, many of which are mandatory requirements for practices.

Concise safe systems checklist

Safety checklist for general practice

Significant event analysis (SEA) framework

For the purposes of appraisal, an SEA is the learning response to any event in which a
patient/patients came to harm or could have come to harm. Practices may want to use this short
framework to discuss other events from which learning can be taken, even if no harm occurred or
could have occurred. For those who want more detailed information, the guide may be useful.
CQC information on SEAs

RCGP guide on reporting and learning from patient safety incidents in general practice

SEA framework

Some publications around patient safety

Those wanting to learn more might want to review some of these papers.

Using sociotechnical theory to understand medication safety work in primary care and prescribers’
use of clinical decision support: a gualitative study

Harms from discharge to primary care: mixed methods analysis of incident reports

Nature of Blame in Patient Safety Incident Reports: Mixed Methods Analysis of a National Database
Pediatric immunization-related safety incidents in primary care: A mixed methods analysis of a
national database

Sources of unsafe primary care for older adults: a mixed-methods analysis of patient safety incident
reports

Quality improvement priorities for safer out-of-hours palliative care: Lessons from a mixed-methods
analysis of a national incident-reporting database

Patient safety incidents in advance care planning for serious illness: a mixed-methods analysis

A mixed-methods analysis of patient safety incidents involving opioid substitution treatment with
methadone or buprenorphine in community-based care in England and Wales



https://london.hee.nhs.uk/reflective-writing-models-reflection-and-reflective-practice
https://www.england.nhs.uk/professional-standards/medical-revalidation/ro/info-docs/roan-information-sheets/written-reflective-practice-in-appraisals/
https://www.england.nhs.uk/professional-standards/medical-revalidation/ro/info-docs/roan-information-sheets/written-reflective-practice-in-appraisals/
https://www.england.nhs.uk/professional-standards/medical-revalidation/ro/info-docs/roan-information-sheets/written-reflective-practice-in-appraisals/
https://www.england.nhs.uk/professional-standards/medical-revalidation/ro/info-docs/roan-information-sheets/written-reflective-practice-in-appraisals/
https://elearning.rcgp.org.uk/pluginfile.php/170665/mod_book/chapter/424/PREOS-PC%20final.pdf
https://elearning.rcgp.org.uk/pluginfile.php/170665/mod_book/chapter/424/PREOS-PC-Instructions-for-participants.pdf
https://elearning.rcgp.org.uk/pluginfile.php/213286/mod_folder/intro/Covering%20Letter.docx?time=1740743654055
https://elearning.rcgp.org.uk/pluginfile.php/213286/mod_folder/intro/Concise%20safe%20systems%20checklist%20.docx?time=1740743681861
https://elearning.rcgp.org.uk/pluginfile.php/213286/mod_folder/intro/Safety-Checklist-for-general-practice-form.docx
https://elearning.rcgp.org.uk/pluginfile.php/170665/mod_book/chapter/421/Reporting%20and%20learning%20from%20patient%20safety%20incidents.pdf
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-3-significant-event-analysis-sea
https://elearning.rcgp.org.uk/pluginfile.php/170665/mod_book/chapter/421/Reporting%20and%20learning%20from%20patient%20safety%20incidents.pdf
https://elearning.rcgp.org.uk/pluginfile.php/213286/mod_folder/intro/SEA%20framework%20.doc?time=1740743587383
https://pmc.ncbi.nlm.nih.gov/articles/PMC10151989/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10151989/
https://bjgp.org/content/65/641/e829
https://www.annfammed.org/content/15/5/455
https://www.sciencedirect.com/science/article/pii/S0264410X15008695?via%3Dihub
https://www.sciencedirect.com/science/article/pii/S0264410X15008695?via%3Dihub
https://academic.oup.com/ageing/article/46/5/833/3572914?login=false
https://academic.oup.com/ageing/article/46/5/833/3572914?login=false
https://journals.sagepub.com/doi/10.1177/0269216318817692
https://journals.sagepub.com/doi/10.1177/0269216318817692
https://spcare.bmj.com/content/12/e3/e403
https://onlinelibrary.wiley.com/doi/10.1111/add.15039
https://onlinelibrary.wiley.com/doi/10.1111/add.15039

